Results: In this study, 33 patients (16 diabetic, 17 nondiabetic) who underwent femoral endarterectomy for high-grade occlusive disease were evaluated. No significant difference in key demographics was observed. Tissue plaque FAS content was 69.8% higher in diabetic compared with nondiabetic patients (P ¼ .011); cFAS was also elevated by 41.7% in diabetic patients compared with nondiabetic patients (P ¼ .048). Correlation analysis of 23 patients' paired samples revealed a significant correlation between cFAS and plaque FAS content (Spearman r ¼ 0.4711; r 2 ¼ 0.229; P ¼ .023).
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Short-and Long-Term Outcomes After Abdominal Aortic Aneurysm Repair Are Noninferior at a Veterans Affairs Hospital Staffed by Academic Vascular Surgeons
Tiffany Liang, Joshua Kays, S. Keisin Wang, Leonidas Koniaris, Michael P. Murphy. Indiana University School of Medicine, Indianapolis, Ind
Objective: The objective of this study was to compare the short-and longterm outcomes for open and endovascular abdominal aortic aneurysm (AAA) repair at a Veterans Affairs (VA) medical center with those of an academic university-affiliated hospital staffed by the same surgical group.
Methods: A retrospective examination of all patients presenting for elective AAA repair between January 1, 2012, and July 30, 2015, at Indiana University Methodist Hospital (IUMH) or the Richard L. Roudebush VA Medical Center (RRVAMC) was undertaken. Abstracted data included patient demographics, intraoperative characteristics, perioperative outcomes, and short-and long-term follow-up and survival. Standard statistical evaluation was undertaken.
Results: A total of 477 elective AAA repairs were performed (70.9% at RRVAMC vs 29.1% at IUMH) at both institutions during the study period. Endovascular repair was more common at both facilities (63.0% at RRVAMC and 64.7% at IUMH). Patients presenting for AAA repair at the RRVAMC had higher body mass index (29.2 vs 27.2 kg/m 2 ; P < .01), higher incidence of coronary artery disease (48.5% vs 26.6%; P < .01), and smoking history (97.0% vs 90.6%; P < .01). In contrast, patients presenting to IUMH were more commonly afflicted by renal disease (7.9% vs 0.6%; P < .01). Despite these differences in baseline health, Charlson Comorbidity Index between the two facilities did not differ significantly (median score, 4 vs 4; P ¼ .792). There was no significant difference in 30-day mortality (2.7% vs 4.1%; P ¼ .583) and 90-day mortality (3.0% vs 4.3%; P ¼ .454) at RRVAMC and IUMH, respectively. In addition, there was no difference in length of stay (4.5 vs 5.2 days; P ¼ .258) or allcause postoperative complications (14.5% vs 17.3%; P ¼ .445) at RRVAMC and IUMH, respectively. Five-year survival did not differ significantly between facilities, with 89.5% at RRVAMC and 90.2% at IUMH. Cox proportional analysis comparing RRVAMC with IUMH revealed a hazard ratio of 0.957 (95% confidence interval, 0.567-1.615).
Conclusions: At a VA hospital staffed by academic vascular surgeons, the outcomes for open and endovascular AAA repair are noninferior to those at an academic university-based hospital staffed by the same surgeons. These results strongly suggest that the VA resources are not inferior to comparable facilities.
Author Disclosures: J. Kays: Nothing to disclose; L. Koniaris: Nothing to disclose; T. Liang: Nothing to disclose; M. P. Murphy: Nothing to disclose; S. Wang: Nothing to disclose. Results of these surveys are published on the Internet and shared with hospital staff. Furthermore, reimbursement is partly influenced by the results of these surveys. There is ongoing debate about the relationship between survey results and outcomes as well as certain hospitalbased practices; however, there is less conversation regarding the biases inherent in the methods of current surveys, specifically the nonresponse bias. We hypothesize that there is a significant unwillingness among patients to fill out surveys and there is a preference for alternative survey formats among responders. Currently, all surveys are sent in the mail.
Methods: A consecutive 239 patients were given a routine first visit questionnaire. The first question asked, Would you mind if the hospital sent you a survey? If answered yes, then they were asked if they would prefer to receive the survey by mail or e-mail.
Results: A total of 239 questionnaires were filled out on initial visits. The mean age of responders was 59.3 years, and 56.7% were female; 27 patients (11%) did not want to receive a survey, whereas 211 (89%) were willing to receive a survey. Of the 211 patients willing to receive a survey, 42 (20%) patients preferred the survey in e-mail, 91 (43%) preferred mail, and 79 (37%) had no preference. These results suggest that 29% of patients surveyed either would not respond or would prefer another format for survey.
Conclusions: Our data suggest that the current health care system is strongly influenced by patient surveys that are not being conducted in the optimal format to maximize response rate. The large amount of nonresponders introduces significant bias into the resulting data and needs to be considered if surveys continue to play a role in our health care system. Author Disclosures: J. W. Cornwall: Nothing to disclose; D. J. Finlay: Nothing to disclose; C. Png: Nothing to disclose.
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Transfusion Timing and Postoperative Myocardial Infarction and Death in Patients Undergoing Common Vascular Procedures
Thomas Heafner, Katherine Bews, Manju Kalra, Gustavo S. Oderich, Jill K. Johnstone, Fahad Shuja, Thomas Bower, Randall DeMartino. Mayo Clinic, Rochester, Minn
Objective: Perioperative blood transfusion, specifically of packed red blood cells (pRBCs), after vascular surgery procedures is one modifiable risk factor that is associated with increased cardiovascular events and 30-day mortality. The aim of this study was to evaluate the effect of transfusion timing (intraoperative vs postoperative) on the rate of postoperative myocardial infarction (POMI) and death.
Methods: Seven surgical and endovascular modules within the Vascular Quality Initiative from 2013 to 2017 were reviewed at a single institution. Transfusion data on elective and urgent cases were abstracted, and all inpatients underwent routine postoperative troponin and electrocardiography testing. The primary end point was POMI using the universal definition of MI. The secondary end point was 30-day mortality. Multivariable logistic regression analysis was used to evaluate the risk of transfusions on POMI and death.
Results: We identified 1154 cases for analysis (299 endovascular aneurysm repairs; 117 infrainguinal bypasses; 127 open abdominal aortic aneurysm repairs; 41 suprainguinal bypasses; 168 thoracic endovascular aortic repairs; and 402 peripheral vascular interventions, of which 90 had femoral endarterectomy). Overall, the POMI rate was 2% and mortality 1.4%. POMI and death rates did not differ by type of procedure (P ¼ .053 for MI and P ¼ .423 for mortality). The mean number of intraoperative pRBC and postoperative pRBC transfusions was higher for patients with POMI (intraoperative, 0.3 vs 1.3; postoperative, 0.4 vs 1.8; both P < .01) and death (intraoperative, 0.3 vs 1.4; postoperative, 0.4 vs 2.5; both P < .01). In
